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	Reg: 7115.E.1-14: Use of  Personal Restraints
	RegText: 7115.E.1-14: .  
1.	The provider shall have a written policy and procedure that governs the use of personal restraints
2.	Use of personal restraint shall never be used as a form of punishment, a form of discipline, in lieu of adequate staffing, as a replacement of active treatment or for staff convenience
3.	Written documentation of any less restrictive measures attempted shall be documented in the resident's record. 
4.	A personal restraint shall be used only in an emergency when a resident's behavior escalates to a level where there is imminent risk of harm to the resident or others and other de-escalation techniques have been attempted without effect. The emergency use of personal restraints shall not exceed the following: 
	a.	30 minutes for a resident under nine years old; or
	b.	one hour for a resident nine years old or older 
5.	The specific maximum duration of the use of personal restraints as noted in Section 7115.E.4 may be exceeded only if prior to the end of the time period, a written continuation order noting clinical justification is obtained from a licensed psychiatrist, psychologist, or physician. The maximum time for use of personal restraints shall be 12 hours.
6.	During any personal restraint, staff qualified in emergency behavior intervention must monitor the resident's breathing and other signs of physical distress and take appropriate action to ensure adequate respiration, circulation, and overall well-being. If available, staff that is not restraining the resident should monitor the resident. The resident must be released immediately when an emergency health situation occurs during the restraint. Staff must obtain treatment immediately. 
7.	The resident must be released as soon as the resident's behavior is no longer a danger to himself or others.
8.	Restraints are only to be used by employees trained by a certified trainer under a program that is on a State-recognized list of nationally accredited programs. A single person restraint can only be initiated in a life-threatening crisis. Restraint by a peer is prohibited. Staff performing a personal restraint on a resident with specific medical conditions must be trained on risks posed by such conditions
9.	As soon as possible after the use of a personal restraint, the provider shall provide and document debriefing. Separate debriefing meetings must be held with senior staff and the staff members(s) involved, the resident involved, witnesses to the event, and family members, if indicated
10.	After use of a personal restraint, the staff shall document the incident and place in the resident's record. 
11.	An administrative review of the incident by the program director or other facility management staff will be conducted to include an analysis of specific precipitating factors and strategies to prevent future occurrences.
12.	All incidents of personal restraint use shall be trended in the quality improvement program. A summary report on the use of personal restraints will be prepared and submitted to OCS residential licensing on a quarterly basis.
13.	The resident's legal guardian and the OCS child protection unit in the parish in which the facility is located shall be notified if injury or death occurs during restraint use as outlined in the "Critical Incident" section. 
14.	In the event a death occurs during the use of a personal restraint, the facility shall conduct a review of its personal restraint policies and 	practices and retrain all staff in the proper techniques and in methods of de-escalation and avoidance of personal restraint use. 
	TextField: 7115.E.1-14 Based on record review: As soon as possible after the use of a personal restraint, the provider failed to provide and document debriefing. Separate debriefing meetings failed to be held with senior staff and the staff members(s) involved, the resident involved, witnesses to the event, and family members, if indicated.  On 10/14/14 S1 failed to notify senior staff that C1 was restrained.



